HERNIA INTO THE ILEOCOLIC FOSSA. 


BY EDWARD REGINALD SECORD, M.D., C.M., 

OF BRANTFORD, ONTARIO. 

Tiie ileocolic fossa has been variously designated as the 
anterior vascular fossa, the fossa of Luschka, the superior 
ileocascal fossa, the rccessus ileocrecalis anterior, and the ante¬ 
rior ileocecal, or preileal fossa. 

It is described by Moynihan 1 as a narrow fossa or chink, 
situated between the anterior vascular, or ileocolic fold in front; 
and the enteric mesentery, ileum, and a small portion of the 
upper and inner part of the caecum, behind. 

In the Arris and Gale lectures for 1899 Moynihan states 
that so far as he is aware there are no cases on record which can 
be considered as hernia protrusions into the ileocolic fossa; 
that it is only of anatomic interest, and has no pathology. In a 
fairly comprehensive survey of the literature published since 
that date I have been unable to discover any report of such 
occurrence, and I have therefore concluded that the following 
case was of such rarity and interest as well might merit its 
being briefly described. 

It is that of a frank, distinct, and undoubted hernia of the 
crccum, appendix, and about four inches each of the terminal 
ileum and ascending colon, into the ileocolic fossa; with 
strangulation and obstruction caused by the anterior vascular 
fold; laparotomy being performed, the obstruction being re¬ 
lieved, and recovery finally ensuing. 

J. T., aged forty, white, laborer, previously healthy, was seen 
by me in consultation with Dr, Bier, of Brantford, on October 7, 
1905. He then presented the following conditions: Recurring 

*011 Retro-Peritoneal Hernia, by B. G. A. Moynihan, M.S.(Lond.), 
RR.C.S.(Eng.). 
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abdominal pain, obstinate constipation, retching, and some 
vomiting. 

History .—The patient had been well and worked at his 
occupation until two days before, when the abdominal pain began, 
of a spasmodic cramp nature, recurring in character, and rather 
increasing in severity. The first night the bowels had not. moved, 
castor oil had been given, but ineffectually, and finally an enema 
had brought away some hardened fecal masses, but no gas, and 



Fig. 1.—Hernia into the ileocolic fossa. 


had produced no alleviation of the pain. The second day he had 
vomited once, and had shown a tendency to increasing pulse rate. 
He was removed to the John H. Stratford Hospital, where 
I saw him. 

He was a healthy-looking man of about forty, with an ex¬ 
pression somewhat worried or drawn, but not typically hippo- 
cratic. Temperature 98^. Pulse 100. Respiration 16. 

His abdomen was slightly distended, especially on the right 
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side. There was no board-like rigidity, but a feeling of resistance 
over the right rectus muscle, and general tenderness over the whole 
right lower quadrant. On observing the abdomen for a few 
moments, it was distinctly noticed that with the onset of the 
pain an elevation or tumor became evident below and to the right 
of the umbilicus. It was, roughly speaking, rounded in outline, 
and about the size of an orange. This elevation was evident not 
only to inspection, but also to palpation. It was doughy, tender, 
tympanitic, and localized in the one position, that is, it did not 
travel along the bowel as a peristaltic wave. Usually a distinct 
gurgling was heard during the acme of the pain. 

Operation .—The abdomen was opened by an oblique incision 
over the appendix region, What appeared to be the distended and 
markedly-congested caecum and colon appeared in the wound, 
which former, however, on closer examination showed them¬ 
selves to be covered by an additional layer of peritoneum; the 
parietal peritoneum had of course already been well opened. This 
additional layer of peritoneum was quite thin, fairly transparent, 
and easily movable over the subjacent bowel. External to this 
mass was another loop of what appeared to be colon. Following 
this latter loop upward it appeared to be continuous with the 
ascending colon, but on following it downward to the appendix 
region no caput coli nor appendix could be discovered; and on 
searching more inwardly a taut band was found running in an 
oblique direction downward and outward from the root of the 
mesentery, roughly, in a direction toward the anterior superior 
spine (Fig. 2). The colon bulging out from beneath this band 
was without the additional layer of peritoneum noticed above and 
on slight traction being made on this loop of colon it slipped out 
from beneath the band, followed by the caecum with the appendix, 
and the terminal four inches of the ileum. These portions of the 
bowel were all distended and markedly congested, and in one area 
on the outer surface of the caecum the bowel-wall was ecchymotic, 
and in the centre of this a small whitish slough was situated. 
This slough was looked for and found, since on withdrawing the 
bowel from under the above mentioned band, a fecal odor had 
immediately become noticeable. 

The pouch of peritoneum left by the withdrawal of its 
contained intestines was shaped much like a rubber tobacco-pouch, 
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with its mouth about an inch and a-half across, pointing in a 
downward and inward direction. When filled the size of the 
pouch would be somewhat greater than that of the folded fist. 

The mouth of the pouch was closed by a single row of catgut, 
attaching the taut anterior fold to the anterior layer of the mesen¬ 
tery of the lower end of the ileum. 

The patient’s condition not justifying any attempts at resec¬ 
tion, I sewed the parietal peritoneum to the caecum round the gan¬ 
grenous area, and opened the bowel at the situation of the slough. 

The fecal fistula thus established, discharged practically the 
whole fecal excreta for a time, but gradually closed down by 
cicatrization, until at the end of November a small fistula remained, 
discharging only when the bowel contents were unusually fluid. 
At this stage nature’s efforts at a cure seemed to become exhausted. 
The fistula remained practically stationary for the next month. 

At the first of the year I therefore opened up the fistulous 
tract down to the caecum, closed the opening in the latter by in¬ 
verting the edges and placing two rows of catgut sutures, bring¬ 
ing together the opposed peritoneal surfaces. The different 
layers of muscles were dissected out from the scar tissue, and 
carefully approximated, and the skin incision closed by silk-worm 
gut. Aside from some slight skin infection, the healing process 
was perfect, and the patient was discharged three weeks after¬ 
wards. 

He has remained entirely well from then to the present date. 



